Introduction
It is estimated that one-quarter of individuals living with HIV in the USA are unaware of being infected (Centers for Disease Control and Prevention [CDC], 2008a [CDC], , 2008b . Many of these individuals will receive an HIV-positive diagnosis less than one year before experiencing symptoms of AIDS (CDC, 2003) . A high proportion of these late testers will be men of Latino descent (CDC, 2003) , a group disproportionally affected by the AIDS epidemic (CDC, 2008a) but seldom targeted by HIV prevention efforts (National Latino AIDS Action Network, 2008) .
Earlier HIV detection is critical to prevent HIV transmission. HIV-positive individuals reduce risk behavior when diagnosed (Weinhardt, 2005) and become less infectious with treatment (Castilla et al., 2005) . Individuals aware of their HIV status are about 3.5 times less likely to transmit HIV (Marks, Crepaz, & Janssen, 2006) . This research underlines the need of increasing HIV testing uptake among Latino men.
Among Latinos, involving men of Mexican descent (MMD) in HIV testing has been challenging (Lo´pez-Quintero, Shtarkshall, & Neumark, 2005; Olshefsky, Zive, Scolari, & Zun˜iga, 2007) . This difficulty has been attributed to structural obstacles such as language barriers, immigration, lack of health insurance (Levy et al., 2005 (Levy et al., , 2007 Taylor, Leibowitz, Simon, & Grusky, 2006) , and legal status in the USA (Levy et al., 2005) but these factors do not completely explain MMD's low testing rates (Agency for Healthcare Research and Quality, 2000) . First, Latinas face the same barriers to preventive care as Latinos but use more services (Ferna´ndez et al., 2005) . Further, many Latinos with access to health services have never tested for HIV (Ferna´ndez et al., 2003a) . Beyond structural barriers, it is important to examine MMD's intentions to seek and to accept an HIV test to understand their HIV testing access.
MMD may seek and accept an HIV test if they are motivated to receive an HIV test and have information and behavioral resources to navigate HIV testing services (see Fisher & Fisher, 2000 ; for models of HIV-related behavior). In particular, testing for HIV has been related to having risky partners and having used condoms with them (Ehrlich, Organista, & Oman, 2007; Kalichman et al., 1997) , implying that risk awareness (Floyd, Prentice-Dunn, & Rogers, 2000) and the need to reinforce safer-sex efforts (Ferna´ndez, Perrino, Bowen, Royal, & Varga, 2003b; Kalichman et al., 1997) may be motives to test for HIV (Noguchi, Durantini, Albarracı´n, & Glasman, 2007) . This speaks to the need to examine MMD's HIV sexual risk behavior and safer-sex motivation to understand their HIV testing intentions.
Motivation to test for HIV test may also be traced to social norms and culturally relevant attitudes or outcome expectations about testing for HIV (Ajzen & Fishbein, 2005; Kellerman et al., 2002) . Particularly, MMD may dislike testing for HIV because they often believe that seeking help is inconsistent with expectations about masculine behavior (e.g., self-reliance, risk taking; Ferna´ndez-Esquer, Atkinson, Diamond, Useche, & Mendiola, 2004) , think that one cannot alter the course of the HIV infection (i.e., fatalism; Gonza´lez, Hendriksen, Collins, Dura´n, & Safren, 2009) , and associate HIV testing with stigmatized conditions (e.g., promiscuity, homosexuality; Brooks, Etzel, Hinojos, Henry, & Perez, 2005; Rios Ellis, 2007) . However, MMD may find benefits in HIV testing if they associate it with the well-being of their families and communities (i.e., familism and collectivism; Gonza´lez et al., 2009; Quesada & Heller, 1977) .
Finally, besides motivation, intentions to have an HIV test have been linked to previous experiences with disease prevention with the health care system (Ferna´ndez, Perrino, Royal, Ghany, & Bowen, 2002; Ferna´ndez et al., 2005) , and significant others (Phillips et al., 1995) . Presumably, previous experience provides resources to effectively navigate HIV testing services including knowledge on the health care system and language for communicating one's motivations (McKinlay, 2005) . Like many men, MMD often are inexperienced with disease prevention (Courtenay, McCreary, & Merighi, 2002) , which may be compounded by their isolation from informational networks (Harari, Davis, & Heisler, 2008; Levy et al., 2005) and immigration without spouses who engage them in healthy practices (Preloran, Browner, & Lieber, 2001 ).
This study examines how MMD's motivations and previous disease prevention experiences influence their intentions to seek and accept free, culturally appropriate HIV testing services. We expect intentions to seek and accept an HIV test to relate to sexual risk behavior, social norms and expected outcomes of an HIV test, and previous experiences with disease prevention with the health care system and significant others. In addition, we expect disease prevention experiences to be more relevant to MMD's intentions to seek an HIV test than to their intentions to accept it from a provider because seeking an HIV test involves more actively navigating services and communicating with providers.
This study is the first to address HIV testing intentions among MMD in the Midwestern USA. Most of the HIV prevention research with MMD was conducted in Southern and Western USA. The study is also the first to distinguish between intentions to seek and accept an HIV test. Understanding these two outcomes is critical to efforts to achieve universal HIV testing by encouraging client and providerinitiated HIV testing in health and community settings (World Health Organization, 2007) .
Methods
MMD attending a large Mexican festival in Milwaukee, WI completed a questionnaire. The questionnaire was self-administered to collect data from a large number of participants and reduce response bias associated with embarrassment and stigma (Newman et al., 2002) .
We elicited MMD's sexual risk behaviors, their HIV testing norms, their attitudes or expectations about the outcomes of an HIV test, and their experiences with disease prevention. We studied the associations of these factors with their intentions to seek and intentions to accept free culturally appropriate HIV testing services. We also examined the effect of each expected HIV testing outcome to understand the cultural values influencing MMD's intentions to test for HIV.
Recruitment of participants
An assistant approached adult males passing through the festival's gate and asked them if they would like to answer four questions to determine eligibility to complete a survey on men's health and lifestyles. (Assistants were instructed to approach all adult males passing through the gate.) The assistant clarified that no identifying information would be collected.
Eighteen to 45-year-old men born in Mexico or sons of at least one Mexican parent were invited to a study booth where they received detailed information about the study and gave their consent to participate. After completing the questionnaire, participants received festival meal coupons in compensation for their time. Procedures were conducted in the participants' language of preference (English or Spanish) and took between 15 and 40 minutes to complete.
Measures
We recorded participants' language preference based on the language in which they chose to complete the AIDS Care 719 study. Participants then reported their country of birth, number of years living in the USA, state of residence, age, education, and health insurance status.
Intentions to seek and intentions to accept an HIV test Participants responded if in the following six months they (a) would go to a Latino clinic to receive a free HIV test (i.e., seek an HIV test) and (b) would agree to receive a free HIV test when they are at a Latino clinic (i.e., accept an HIV test). Response options were yes, maybe, and no.
Sexual risk behavior
Participants reported their condom use with main and casual partners in the previous three months on a one (never) to five (always) scale and the number of causal partners they had during that period. Threepoint items assessed participants' intentions to use condoms during the next three months with main and casual partners. A separate question asked participants if they have sex with women only, men only, or with both.
HIV testing outcome expectations and social norms
Participants responded if they agreed, on a threepoint scale, with statements linking HIV testing to either a positive or negative outcome related to values and beliefs prevalent among Mexicans. We constructed measures of expectations ad hoc, because no measures of HIV testing attitude scales for Latinos were available. Items were informed by previous research on Latinos' HIV prevention needs (e.g., Rios Ellis, 2007) , and the HIV antibody testing attitude scale (Boshamer & Bruce, 1999) . Items associated HIV testing with HIV stigma (e.g., ''If I had an HIV test, it would mean that I did something dirty,'' '' . . . people would think that I am gay''), traditional gender norms (e.g., '' . . . someone would tell me what to do,'' '' . . . men take risks without worrying about HIV''), fatalism (i.e., ''if HIV has no cure, why have an HIV test?''), community and family orientation (e.g., '' . . . I would set an example for my community,'' '' . . . I would protect my family''), concerns about safety ('' . . . I would have peace of mind''), and low risk perceptions (e.g., ''. . . is useless because I am not at risk of HIV'').
Exploratory factor analyses of items resulted in two factors involving expected positive and negative outcomes of an HIV test. This structure reflects the construct of attitudes as evaluations and is consistent with previous studies (Glasman & Albarracı´n, 2003) .
Negative and positive expected outcomes were averaged separately to create a positive (a 00.70) and a negative (a 00.74) outcome expectation scales.
HIV testing social norms were measured by a four-point item where participants reported if all, most, some, or none of their friends and relatives had undergone an HIV test (Marı´n, Go´mez, & Tschann, 1993) .
Experiences with disease prevention Participants indicated if they had received advice from a professional about the prevention of different diseases and if they had health screening tests during the previous two years. Participants also reported if they had received HIV prevention education and had an HIV test. Finally, participants indicated if they ever had received advice about HIV prevention and the prevention of other diseases from significant others (i.e., parents, siblings, friends, and priest; see Marı´n et al., 1993) .
Data analyses MMD were classified as intending to seek or intending to accept an HIV test if they responded ''yes'' to the corresponding intention question. This conservative recoding of participants' intentions was selected to address self-presentation bias.
We generated descriptive statistics using percentages for categorical and means for continuous variables respectively. Odds ratios and 95% confidence intervals were estimated to observe the effects of all variables on both intention outcomes. Multiple logistic regressions estimated the effect of the predictors on intentions, adjusting for all other predictors. In the regression model, we included sociodemographic factors and the predictors that were significantly associated with any of the outcomes ( p B0.1; see Ferna´ndez et al., 2003a) and involved the entire study sample. As language, place of birth, and years in the USA were highly related (rs 0.69), only language was entered in the equation to avoid collinearity.
Results

Sample description
Sixty-seven percent (500) of 745 men approached agreed to screening. Of these 500, 72% (360) were eligible, 89% (322) of whom completed the questionnaire. Twelve participants who reported having sex with men and eight who never had sex were excluded from analyses. The final sample size was 302. Different Ns reflect missing data.
Forty-one percent of the participants intended to seek a free HIV test and 70% to accept one in the following six months. Table 1 displays sample's characteristics in demographics, motivation (e.g., risk behavior, expectations, and norms) and experiences with prevention. Table 2 shows the factors associated with intentions to seek and intentions to accept an HIV test. Intentions to seek an HIV test were related to sexual risk behavior (i.e., having had casual partners in the previous three months). They also were related to having more significant others tested for HIV, holding more positive HIV testing expectations and norms, and more disease prevention experiences (i.e., having received health education, having had an HIV test, and having been advised about disease prevention and HIV prevention by significant others).
Univariate analyses
Intentions to accept an HIV test were associated with sociodemographic factors, including speaking Spanish, being born in Mexico, having lived a shorter time in the USA, and not having health insurance. Intentions to accept an HIV test were also related to sexual risk behavior (i.e., having had causal partners and higher condom use and condom use intentions with casual partners), having more significant others tested for HIV, and holding more positive and less negative outcome expectations about HIV testing. Finally, intentions to accept an HIV test were related to disease prevention experiences, including having received health education, having had an HIV test, and having received advice from significant others about HIV prevention and the prevention of other diseases.
Specific expected outcomes relevant to intentions to both seek and accept an HIV test were having peace of mind (OR 01.67, 95% CI 01.26Á 2.78), protecting one's family (OR 01.87, 95% CI 01.26Á2.78), and being an example for one's community (OR 01.87, 95% CI 01.25Á2.79). Intentions to accept an HIV test also were associated with less fear of being stigmatized as promiscuous or gay (OR 00.55 95% CI 00.33Á0.93 and OR 0 0.63, 95% CI 00.41Á0.98), less HIV testing fatalism (OR 00.38, 95% CI 00.23Á0.64), and less tendency to consider testing useless because of not perceiving oneself at risk for HIV (OR 00.60, 95% CI 00.43Á 0.82). HIV testing expectations associated with traditional masculine roles (i.e., self-reliance and risk taking) were not significantly related to either outcome (pB0.2). Table 3 shows the results of the multiple logistic regression analyses. Intentions to seek an HIV test were associated with holding positive expectations about HIV testing and having more significant others tested. They also were related to greater experience with disease prevention, including having received health education, having had an HIV test, and having received advice from significant others about HIV prevention. In turn, intentions to accept an HIV test were associated with having casual partners and holding more positive and less negative expectations about an HIV test, with only one indicator of previous disease prevention experiences (i.e., having received professional health education) relating to this outcome.
Multivariate analyses
Discussion
This study suggests that provider-initiated free HIV testing may strengthen MMD's intentions to test for HIV, particularly among those who encounter structural barriers to access HIV testing services. Specifically, Spanish speaking, foreign born, recently immigrated, and uninsured MMD had stronger intentions to accept a free HIV test than English speaking, US born, established, and insured MMD, respectively. However, our study also indicates that promoting HIV testing among MMD involves addressing their motivations and experiences.
Specifically, in our sample, MMD with casual partners had stronger intentions to seek and accept an HIV test. Moreover, those using and intending to use condoms with casual partners had stronger intentions to accept it. Presumably, MMD test for HIV when they have put themselves at risk. However, their decisions may also reflect a motivation to monitor their risk-reduction efforts. These findings replicate research where Latinos who used condoms with their causal partners were more willing to test for HIV than those who did not (e.g., Ehrlich et al., 2007; Ferna´ndez et al., 2005) , suggesting that efforts to promote HIV testing are not reaching many highrisk MMD.
As expected, HIV testing social norms and culturally relevant outcome expectations motivated MMD's testing decisions. MMD who believed that testing for HIV would help them to protect their family and those who believed that receiving an HIV test would benefit their community had stronger intentions to seek and accept an HIV test. Those who associated HIV testing with stigma and fatalism had weaker intentions to accept it. Our data support the contention that MMD with more experiences with disease prevention have stronger intentions to receive an HIV test. Overall, previous experience provides resources such as information on navigating the health care system and language for communicating about health (Glasman & Albarracı´n, 2006; McKinlay, 2005) . Among MMD, experience may reflect fewer inhibitions to speak about sexuality Á a strong obstacle for preventing HIV (Rios Ellis, 2007) .
Finally, our study confirms that MMD's motivations and previous experiences may have different roles in guiding their intentions for seeking an HIV test versus accepting it from a provider. Adjusting for relevant variables, intentions to seek an HIV test depended on having more significant others tested, expecting benefits from testing, and having more experiences with disease prevention. In turn, risk behavior and expected benefits and drawbacks of a test predicted intentions to accept it. This pattern suggests that MMD's intentions to seek and accept an HIV test are stronger when they hold positive expectations about an HIV test (e.g., family protection, risk reduction). However, MMD's intentions to seek an HIV test depend on them having resources (e.g., information and skills from experience and support from experienced others), whereas their intentions to accept it from a provider depend on them holding less negative expectations about testing for HIV (i.e., stigma and fatalism). Thus, provider-initiated HIV testing may strengthen MMD's intentions to test for HIV, particularly if they are disadvantaged and have little experience and support (see Albarracı´n, Kumkale, & Johnson, 2004;  for the influence of resources on HIV preventive behavior). Still, addressing MMD's motivations may be necessary to improve provider-initiated HIV testing uptake among this group.
Unlike previous studies (e.g., Mahalik, Burns, & Syzdek, 2007a; Mahalik, Walker, & Levi, 2007b) , our measure of HIV testing expectations associated with masculine roles (i.e., risk taking and selfreliance) did not relate to weaker HIV testing intentions among MMD. It is possible that more comprehensive measures of masculine norms could detect this effect (see Mahalik et al., 2007b) . Interestingly, however, given that disease prevention experience affects HIV testing decisions, and men are less likely to acquire such experience early in their lives (White & Witty, 2009) , future research can explore if lower prevention experience explains men's poorer disposition to disease prevention.
Applied implications
This study points to the need to address MMD's motivations and experiences to encourage them to seek and accept HIV tests. For example, campaigns may sensitize MMD to the risks involved in casual sex and the importance of HIV testing to complement safer-sex efforts. However, targeted motivational counseling may be needed to expand HIV testing among high risk MMD.
Messages connecting HIV testing with meaningful benefits may persuade MMD to seek and accept HIV tests. For example, campaigns could link HIV testing to the goals that guided MMD to immigrate to the USA, which often include the benefit of the family and the community (see Rios Ellis, 2007) .
Resources from one's and significant others' previous disease prevention experiences appear relevant, particularly to decisions to seek an HIV test. Interventions could encourage significant others experienced with preventive care (e.g., female partners) to engage MMD in conversations about prevention or involve MMD in less stigmatizing services before motivating them to receive an HIV test. Social network approaches could be used to disseminate information about free, culturally sensitive HIV testing services.
Although encouraging MMD to seek HIV testing remains important, provider-initiated HIV testing in health and community settings can improve HIV testing uptake among marginalized MMD. Further, addressing HIV stigma and fatalism may promote greater HIV testing access, even in the context of the higher rates expected with provider-initiated HIV testing.
Finally, our results highlight the value of encouraging MMD to discuss HIV prevention with their sons. This strategy could promote greater service use and decrease late HIV testing rates among younger generations of MMD.
Limitations
This study has a cross-sectional design and was conducted with a convenience sample, factors that limit our ability to conclude causality and generalize findings. Conclusions also may be biased by recruitment procedures. Several men refused screening and recruiters may have skipped men based on their apparent ethnicity or age. Importantly, several factors (e.g., migrant status, substance use, occupation) may influence HIV testing decisions in addition to those examined in this study.
Despite limitations, few HIV prevention studies have recruited a demographically diverse sample of MMD in the Midwestern USA, a necessary step in addressing their needs. HIV prevention among MMD in the Midwest requires more attention. This study represents one of the first efforts in this direction.
